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http://intl.elsevierhealth.com/journals/ijidTularemia in hare-hunters in Germany
At the end of October 2005, nine hunters and one beater fell ill with fever, lymphadenopathy, headache and arthralgia, after
participating in a hare-hunt in Griesheim, Hessen, Germany (ProMED mail archive number 20060116.0157). Doctors initially made a
diagnosis of brucellosis, but at the beginning of December the serological test for Francisella tularensiswas reported as positive. There
are known cross-reactions between the bacteria that cause brucellosis and tularemia, so in retrospect the diagnosis of brucellosis was
probably due to a false positive test result.
In total, 27 hunters and beaters had taken part in the event in October. Further investigations revealed that nine out of ten of those
affected had been involved in gutting the hares, and some individuals reported cutting their fingers. None of the hares appeared sick or
exhibited unusual behaviour. Some frozen meat from the hunt is being tested and results are awaited.
Infection with F. tularensis (Category A bioterrorism agent) is endemic in Europe. Sporadic cases are usually related to exposure to
rabbits and hares and other feral animals, while larger clusters are generally related to water (ProMED mail archive number
20051203.3490).
There are four types of F. tularensis: Type A, F. tularensis biovar tularensis, is more virulent than type B, F. tularensis biovar
palaeartica. Type A is the most common type in North America, while Type B is generally found in Europe and Asia. F. tularensis subsp.
novicida, an organism of low virulence and rarely of clinical importance, is most commonly found in North America and has also been
identified in Australia. The known geographic range of F. tularensis subsp. mediasiatica, also a low virulence strain, is limited to central
Asian republics of the former Soviet Union. If untreated, mortality from type A infection is 5—15% but may be as high as 30—60% for
pneumonic and typhoidal forms of the disease (ProMED mail archive number 20060116.0157).
There were two cases of tularaemia diagnosed within two weeks in January 2005 in Grand Island, Nebraska, USA (ProMED mail archive
number20060103.0024). This areausually hasonly3—4cases a year, sohealthofficials issuedawarning to the local community. In this area,
infections in winter tend to be associated with rabbit hunting and in summer, with tick or deer fly bites.P
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DMeasles in Nairobi, Kenya
After the first case of measles was reported in a refugee from the Somalian community in the Eastleigh division of Nairobi in October
2005, there have been at least another 80 cases (ProMED mail archive number 20051027.3131). Almost all of the patients had not been
immunized. Alarmingly, eight of the cases were due to nosocomial transmission.
The Director of Medical Services in Nairobi has advised that all children (age 9months to 5 years) who visit a healthcare facility should be
given the measles vaccine, if they have not already been immunized. The Ministry of Health has also run a media campaign to encourage
unimmunized children to be brought for vaccination. Estimates suggest that 1.2 million children in Kenya have not been immunized
against measles, and many of these are migrants from Somalia and Ethiopia, and the refugee camps in Northern Kenya.U
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teHepatitis A in Christchurch, New Zealand
In January 2005, ProMED mail reported an outbreak of 21 cases of hepatitis A in Christchurch, New Zealand, linked to a childcare centre
(ProMED mail archive number 20060113.0120). There are normally only 2—3 cases a year in the Canterbury district and less than 100 in
the whole of the country. The significance of day care centres in the spread of this infection is well recognised, and there are many
reports of such outbreaks in the literature. Children less than five years old are usually not jaundiced and are generally unwell, withoutE-mail addresses: fiona.cooke@imperial.ac.uk (F.J. Cooke), dan@promedmail.org (D.S. Shapiro).
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92 ProMED updatespecific hepatitis A symptoms, so hepatitis A is often only considered when their parents or childcare workers present with jaundice and
the more typical symptoms of the infection.Influenza A(H5N1)
As of 23 January 2006 avian strains of influenza A(H5N1) have continued to expand their range, causing human infections in both Europe
(as of this date, limited to Turkey) and Asia. The number of laboratory-confirmed human cases that have been reported to WHO is 152
with 82 deaths. This includes Cambodia, four cases with four deaths; China, 10 cases with six deaths; Indonesia, 19 cases with 14 deaths;
Thailand, 22 cases with 14 deaths; Turkey, four cases with two deaths; and Viet Nam, 93 cases with 42 deaths. There have been
additional cases in which the confirmation by laboratory studies has not yet been formally reported to WHO; for example Turkey has
been said to have 20 infections, four of which have been fatal.
The ability of viral strains to be transmitted from person-to-person is the potentially huge public health threat, as this could result in a
pandemic. Viral strains isolated from infected humans in Turkey have been found to contain both polymerase and receptor-binding
mutations (Nature, 2006; 439, 248—249). A concern is that these mutations may indicate improved adaptation to the human host
because the polymerase mutation results in improved viral survival in the cooler nasal regions of the respiratory tract, while the
hemagglutinin mutation enables the virus to bind to receptors in the nose and throat (ProMED mail archive number 20060120.0180
referencing http://www.nature.com/nature/journal/v439/n7074/full/439248a.html).
With respect to the geographic dispersion of the virus in birds, the WHO noted on 20 January 2006 (http://www.who.int/csr/disease/
avian_influenza/avianinfluenza_factsheetJan2006/en/index.html#countries) that:
‘‘Nine Asian countries have reported outbreaks (listed in order of reporting): the Republic of Korea, Viet Nam, Japan, Thailand,
Cambodia, the Lao People’s Democratic Republic, Indonesia, China, and Malaysia. Of these, Japan, the Republic of Korea, and Malaysia
have controlled their outbreaks and are now considered free of the disease. Elsewhere in Asia, the virus has become endemic in several
of the initially affected countries.’’
‘‘In late July 2005, the virus spread geographically beyond its original focus in Asia to affect poultry and wild birds in the Russian
Federation and adjacent parts of Kazakhstan. Almost simultaneously, Mongolia reported detection of the highly pathogenic virus in wild
birds. In October 2005, the virus was reported in Turkey, Romania, and Croatia. In early December 2005, Ukraine reported its first
outbreak in domestic birds. Most of these newer outbreaks were detected and reported quickly. Further spread of the virus along the
migratory routes of wild waterfowl is, however, anticipated. Moreover, bird migration is a recurring event. Countries that lie along the
flight pathways of birds migrating from central Asia may face a persistent risk of introduction or re-introduction of the virus to domestic
poultry flocks.’’
In Ukraine, although there have been no confirmed human cases as of this writing (24 January 2006) the presence of infected wild birds
has resulted in the declaration of the Sevastopol area as a ‘‘potentially dangerous zone.’’ (ProMED archive number 20060123.0229.)
At a molecular level, Russian isolates of influenza A (H5N1) that were obtained from birds during 2005 had the greatest sequence
similarity with the influenza A/Qinghai/05 H5N1 group of isolates. There is great concern about the potential for infectedmigrating birds
returning to Russia once the weather is warmer. (ProMED archive number 20060120.0191.)
